A Case of So-called "Synovial Lesions ".-F. PARKES WEBER, M.D., and W. FREUDENTHAL, M.D.
cells, and is filled with faintly staining fine granular masses, forming a network. Underneath the large cyst can be seen a much smaller oval area, in which the sole difference from the surrounding connective tissue is the rarefication of the connective tissue fibrils. There is no sign of inflammation or of any tumour formation.
The second lesion, from the right middle finger, shows two cysts. The left one represents the connecting link between the fully developed cyst and the earliest stage in the first section. The area here is larger and better defined than in the earliest stage. Also the connective tissue bundles have further diminished and the space is occupied by star-shaped cells and fine fibrillary masses, the whole recalling the microscopical picture of Wharton's jelly in the umbilical cord. The other cyst is a fully developed one; it is partly surrounded by epidermis, and is apparently in the process of being eliminated.
According to a recently published paper by R. E. Gross (Surg., Gyn., and Obst., 1937, 65, 289) , only 14 cases, including L. Savatard's two cases (Arch. of Derm. and Syph., 1924, 9, 441) are recorded. The pathogenesis of this condition is controversial, and will be discussed and published in full in the Briti8h Journal of Derrnatology.
Discussion.-Dr. PARKES WEBER said he thought that Dr. Freudenthal had established the existence of a seventh kind of synovial cavity. There were indeed three kinds of normual FEB.-DERM. 1 synovial cavity in the body (those of the joints, those of the tendon-sheaths and those of the normal bursw) and four kinds of abnormal synovial cavities, namely, as found in: (1) False joints; (2) abnormal bursfe; (3) ganglia; (4) so-called synovial lesions. The abnormal synovial cavities were not necessarily entirely pathological, for they might be the result of physiological processes of repair and accommodation reaeting on a trauma or some other harmful or irritating agent. Thus, after a fracture of a long bone, if reunion failed, Nature attempted to produce a false joint as the next best alternative to perfect healing. An abnormal bursa was probably usually a manifestation of Nature's defence against intermittent pressure or friction over a hard (usually bony) prominence.
A ganglion, though its most usual site was on the back of the wrist, might occur in many other situations, for instance, even in the palm of the hand. If a connexion could be traced with a joint-cavity, a ganglion was called a Baker's cyst, and in such cases evidence of local tuberculosis had apparently sometimes been found (though the pathological relation was not clear).
From the histological point of view all the seven kinds of synovial cavity probably originated in a similar way.
There was, he thought, no necessity to assume the survival of "rests " of undifferentiated mesenchymal tissue as the origin of abnormal burse, ganglia, or "synovial lesions " Dr. A. C. ROXBURGH: I had two similar cases a few months ago and had never seen anything like them before. In one case I thought the lesion was a wart until I cut it open. I did not know what to do but I tried X-rays, one pastille; this, however, was of no use. Then I tried galvano-cauterization and that effected a cure. I treated the other patient by zinc ionization but I have not yet heard the result. [Dr. PARKES WEBER: What was the position of the lesions in those cases ? Dr. ROXBURGH: Exactly that in the present case-i.e. between the terminal joint and the base of the nail but both the lesions were larger than those in this case.] Dr. G. B. DOWLING: I remember three cases of this condition; the cyst in each was situated exactly in the position described by Dr. Parkes Weber. The first was treated with radium, without success. In the second the lesion had on several occasions broken down and discharged a ihucoid fluid. I tried radium, again without success, and eventually the lesion was excised. In the third case also the lesion was excised.
Dr. HUGH GORDON said that he had seen three cases of this condition. In two the history had extended over five or six years and in both the cvst had broken down frotn time to time and discharged a glairy fluid and had then filled up again. Excision 'had apparently cured them. Injury was said to be responsible in the third case-that of a dentist who remembered having run a drill into his finger. The cyst was opened and carbolized. Two treatments had been necessary to effect a cure.
Dr. A. M. H. GRAY: A medical colleague of mine had two of these lesions on his finger. I treated them as Dr. Roxburgh did those in his cases, with X-rays-without any effect at all. He has recently told me that he had discovered a cure-namely the old-fashioned remedy of knocking them with a hammer.
Dr. GODFREY BAMBER: I have seen two of these cases. I think that before I saw the patient in the first case she had had treatment by X-rays and ionization. I tried excising the lesions but they recurred. Then I tried cauterization with carbolic. The patient went to live in Scotland, and I believe she is still in the hands of an Edinburgh dermatologist. In the second case the lesion was on the thumb. I opened it up and cauterized the place with carbolic. I have not seen the patient since.
Dr. PARKES WEBER (in reply) said he would like to say a word on the clinical side of the subject. In regard to Dr. Gray's squashing a synovial lesion: As such lesions were almost the same pathologically as ganglia, one could understand that a method of treating ganglia might be occasionally successful for synovial lesions.
A knuckle-pad, if it occurred over a distal instead of a proximal interphalangeal joint, might be easily mistaken for a synovial lesion (in the absence of microscopical examination).
A synovial lesion might apparently, in rare cases, develop over a bony Heberden's node.
Multiple Subcutaneous Phleboliths over the Tibia. -F. PARKES WEBER, M.D. The patient, Mrs. M. H., aged 60, is a well-built woman who has habitually enjoyed good health. Recently she had some cardiac palpitation, and during a general examination very many minute hard nodules in the subcutaneous tissue over
